Addressing inequities in child health and development : towards social justice by Spencer, Nick et al.
1Spencer N, et al. BMJ Paediatrics Open 2019;3:e000503. doi:10.1136/bmjpo-2019-000503
Open access 
Addressing inequities in child health and 
development: towards social justice
Nick Spencer,   1 Shanti Raman,2,3 Bernadette O'Hare,4,5 Giorgio Tamburlini6 
To cite: Spencer N, Raman S, 
O'Hare B, et al. Addressing 
inequities in child health and 
development: towards social 
justice. BMJ Paediatrics Open 
2019;3:e000503. doi:10.1136/
bmjpo-2019-000503
Received 10 April 2019
Revised 18 July 2019
Accepted 22 July 2019
1Division of Mental Health and 
Wellbeing, University of Warwick 
Warwick Medical School, 
Coventry, UK
2Department of Community 
Paediatrics, South Western 
Sydney Local Health District, 
Liverpool, New South Wales, 
Australia
3Women’s & Children’s Health, 
University of New South Wales, 
Sydney, New South Wales, 
Australia
4School of Medicine, University 
of Saint Andrews, Saint 
Andrews, UK
5College of Medicine, University 
of Malawi, Zomba, Malawi
6Centro per la Salute del 
Bambino Onlus, Trieste, Italy
Correspondence to
Dr Nick Spencer;  N. J. Spencer@ 
warwick. ac. uk
Review
© Author(s) (or their 
employer(s)) 2019. Re-use 
permitted under CC BY-NC. No 
commercial re-use. See rights 
and permissions. Published by 
BMJ.
AbstrACt
Inequities have a profound impact on the health and 
development of children globally. While inequities 
are greatest in the world’s poorest countries, even in 
rich nations poorer children have poorer health and 
developmental outcomes. From birth through childhood 
to adolescence, morbidity, mortality, growth and 
development are socially determined, resulting in the 
most disadvantaged having the highest risk of poor 
health outcomes. Inequities in childhood impact across 
the life course. We consider four categories of actions to 
promote equity: strengthening individuals, strengthening 
communities, improving living and working conditions, 
and promoting healthy macropolicies. Inequities can be 
reduced but action to reduce inequities requires political 
will. The International Society for Social Paediatrics and 
Child Health (ISSOP) calls on governments, policy makers, 
paediatricians and professionals working with children 
and their organisations to act to reduce child health 
inequity as a priority. ISSOP recommends the following: 
governments act to reduce child poverty; ensure rights 
of all children to healthcare, education and welfare are 
protected; basic health determinants such as adequate 
nutrition, clean water and sanitation are available to all 
children. Paediatric and child health organisations ensure 
that their members are informed of the impact of inequities 
on children’s well-being and across the life course; include 
child health inequities in curricula for professionals in 
training; publish policy statements relevant to their country 
on child health inequities; advocate for evidence-based 
pro-equity interventions using a child rights perspective; 
advocate for affordable, accessible and quality healthcare 
for all children; promote research to monitor inequity as 
well as results of interventions in their child populations. 
Paediatricians and child health professionals be aware of 
the impact of social determinants of health on children 
under their care; ensure their clinical services are 
accessible and acceptable to all children and families 
within the constraints of their country’s health services; 
engage in advocacy at community and national level.
IntroduCtIon
‘Social justice is a matter of life and death’. This 
statement in the WHO Commission on Social 
Determinants of Health report1 captures 
the essence of health inequities that have a 
profound effect on the health of populations 
across the world. Children are especially 
vulnerable to the impact of social disadvan-
tage and inequities, which are evident from 
birth and have a profound effect on health 
across the life course.2 The WHO report has 
the subtitle ‘Closing the Gap in a generation’ 
reflecting the conviction that inequities can 
be eliminated. This short version of the Inter-
national Society for Social Paediatrics and 
Child Health (ISSOP) Position Statement3 
contributes to the promotion of child health 
equity by identifying the nature and extent 
of child health inequities, interventions that 
work and actions by paediatricians and profes-
sionals working with children, their national 
and international societies and governments 
needed to achieve equity.
statement of the problem
We use the term health inequities to denote 
those health inequalities that are avoidable 
and relate to the social circumstances in which 
children are conceived, born, live, develop 
and grow. Inequities are unjust.4 Child health 
equity means that every child has a fair and 
just opportunity to be as healthy as possible.
The social and economic determinants 
are the underlying factors shaping children’s 
health and life chances in all countries. These 
determinants of health are hierarchical: indi-
vidual outcomes are shaped by living and 
working conditions at the household and in 
the community, which are shaped by deci-
sions made by public bodies and the local 
government. Local government capacity 
and actions are in turn shaped by decisions 
made at national level, including how much 
revenue and decision-making power is kept 
centrally and how much is decentralised. 
National level revenue and policy space is 
influenced by macro decisions made at the 
global level such as the conditions attached to 
a loan or aid. This results in a complex web of 
direct and indirect causality, leading to differ-
ential exposure to risk and protective factors 
resulting in maintenance and generation of 
inequities.
Inequities in child health outcomes occur 
between and within countries. Child health 
outcomes show huge inequities between 
low-income (LICs), middle-income (MICs) 
and high-income countries (HICs). Table 1 
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Table 1 U5MR by region and level of development2
Region U5MR (90% uncertainty bounds)
Sub-Saharan Africa 83.1 (77.5, 93.0)
All developing countries 46.5 (44.7, 50.0)
World 42.5 (40.9, 45.6)
All developed countries 5.8 (5.5, 6.3)
U5MRs, under-5 mortality rates.
shows the extent of the gap in under-5 mortality rates 
(U5MRs) between countries grouped by region and level 
of development.2
While child mortality rates have decreased significantly 
over the last few decades, the differences in child survival 
shown in table 1 highlight the continuing loss of chil-
dren’s lives due to the social, political and environmental 
circumstances in which they are born and grow.1
Within country inequities in child survival rates are 
marked in both lower middle-income countries (LMICs) 
and HICs. In all countries, children in low-income fami-
lies have higher rates of infant mortality rate and U5MR 
than those in high-income families.5–7 Compared with 
those in the richest fifth of households in LMICs, chil-
dren in the poorest fifth are twice as likely to die before 
aged 5 and children in HICs with high rates of child 
poverty are at increased risk of dying before the age of 
5 years.5
Low birth weight (LBW) is the most important risk 
factor for death in infancy and early childhood, with 
long-term consequences on mortality and ill health into 
adult life. The incidence of LBW is around 15.5% glob-
ally (ie, more than 20 million infants worldwide), 16.5% 
in LMICs and up to 27% in South-East Asia, while it is 
around 6% in Western Europe. Estimates of preterm 
births vary around an average of 11.3% of all births (up 
to 18% in some African countries), corresponding to 
approximately 13 million/year. Out of these, at least 10.9 
million are born in Africa or Asia.
Inequity in LBW has been consistently reported in 
HICs.8 Higher rates of U5MR in England compared with 
Sweden are largely explained by higher rates of preterm 
birth and LBW.9
Moderate to severe stunting (>2 SD below median 
height-for-age of the WHO Child Growth Standards) 
among children <5 years of age shows a similar pattern 
of global inequity; stunting affects 37% of children in the 
least developed countries, 11% in the MICs of East Asia 
and the Pacific, and Latin America and the Caribbean 
compared with little recorded stunting in HICs.2 Across 
LMICs, children in the poorest 20% are over twice as 
likely to be stunted as those in the richest 20%.2
Children in low-income families in HICs are at 
increased risk of adverse health outcomes throughout 
childhood and adolescence. Systematic literature reviews 
report higher risk of LBW, preterm birth, infant mortality, 
developmental difficulties and disorders, acute and 
chronic respiratory conditions10 and disabling chronic 
conditions11 among children in low-income households 
compared with their more advantaged peers in HICs. 
Overweight and obesity are more prevalent among the 
children of mothers with low levels of education.12
Violence is a global public health issue linked with 
inequities. Both intentional or inflicted violence and 
unintentional injuries are associated with child poverty. 
The burden from child injury is greatest in LMICs, where 
95% of all child-injury deaths occur, and where recorded 
rates of child maltreatment are higher than in HICs.13 
Structural violence, violence exerted indirectly through 
social structures characterised by poverty and social 
inequality, generates and perpetuates inequities, particu-
larly for children and young people in LMICs.14
Inequity in access to the determinants of health
The determinants that are critical for health outcomes 
include clean air, water, sanitation, shelter and nutrition. 
Household air pollution causes 50% of lower respiratory 
tract infections which is responsible for 15% of deaths 
in children. Inadequate water and sanitation are respon-
sible for more than half of the disease burden due to 
diarrhoea, which is responsible for 10% of under-five 
mortality, while environmental interventions could halve 
the disease burden due to malaria.15
These social determinants of health (SDH) are core 
human rights, enshrined in the Universal Declaration of 
Human rights and the United Nations Convention on the 
Rights of the Child (UNCRC).16 The indicators, which 
will be used in the Sustainable Development Goal era,17 
include these and all children in all countries should 
have immediate access. Access to these determinants is 
unequal, the poorest children being far more likely to 
be deprived despite some improvement in coverage over 
recent decades.18
Inequity in child health services
Inequity in child health services is a major determinant of 
child health inequity. The majority of conditions respon-
sible for mortality and morbidity among children in 
LMICs are preventable and treatable but limited access 
and affordability continue to deny poor children essen-
tial treatment. Lack of medical insurance in some HICs 
also excludes many poor children from access to essential 
treatment. Figure 1 shows inequity by wealth index for 
interventions of proven efficacy in 54 LMICs.19
Early child development: a critical determinant for equity
Most health and social inequities originate in the earliest 
periods of life and even before, since transmission of 
a significant proportion of inequities is intergenera-
tional.20 The earliest periods of life are crucial for the 
development of most systems and organs and primarily 
for the brain, thus establishing the biological founda-
tions for lifelong functioning.21 In the earliest years there 
is a window of both vulnerability and opportunity that is 
the most important along the entire life span.
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Figure 1 Mean coverage for each wealth quintile for interventions in 52 countdown countries. Source: Barros et al.19 
(Reproduced with permission from Elsevier (License number 4593591509657).)
The development of neural networks and the entire 
brain architecture is shaped by the early environment: 
the thickness of brain cortex and the size of important 
underlying functional hubs such as the hippocampus 
are associated with family income, parental education, 
parenting styles and adverse life experiences.22 23 Child 
development is influenced by a range of factors from 
socioeconomic background to the psychosocial and 
physical environment including family income, parental 
stress, maternal education, breast feeding and nutrition, 
parent–child interactions and parental skills, day care 
attendance and environmental exposure.24 From very 
early in life, and particularly since conception and up 
to the third year, risk and protective factors combine to 
determine different trajectories in child development, 
ranging from very delayed to optimal, which will continue 
to produce their effects throughout the life course.24
The pervasive effect of social and economic inequity on society
High levels of social and economic inequity act as a social 
stressor, disturbing the social cohesion and damaging the 
social fabric, so important for a healthy society.25–27 For 
example, parental stress increases the risk of unfavourable 
neonatal outcomes, maltreatment and later behavioural 
and mental problems.28 29 Greater equity makes most 
difference to the least well off but also produces benefits 
for the well off, by facilitating the sense of balance and 
control in life and increasing the generalised trust,25 30 
ultimately benefitting the whole society.
Policies and interventions that work
While recognising the importance of international policy 
interventions in responding to within-country inequity, 
this section focuses mainly on within-country policy to 
promote child health equity.
Whitehead31 identified four categories of actions to 
tackle health inequities: (1) strengthening individuals; 
(2) strengthening communities; (3) improving living and 
working conditions; (4) promoting healthy macro-poli-
cies. All categories require political will, government-level 
investment and support. To be effective, actions in all cate-
gories need to reach the poorest. New data and analysis 
show that the number of lives saved per million dollars 
invested among the poorest children is almost twice as 
high as the number saved by equivalent investments in 
less deprived groups.32
Strengthening individuals and communities
In LMICs, evidence-based interventions aimed at 
addressing maternal and child undernutrition, a major 
determinant of inequity, can be delivered through 
community engagement and pro-poor delivery strat-
egies that reach poor segments of the population at 
greatest risk.33 34 These include—periconceptional folic 
acid supplementation or fortification, maternal and 
infant balanced energy protein supplementation, micro-
nutrient supplementation in pregnancy, promotion of 
breast feeding, appropriate complementary feeding, 
vitamin A and preventive zinc supplementation in chil-
dren 6–59 months of age, clinical management of acute 
malnutrition. Interventions aimed at enhancing hori-
zontal social interactions, particularly those targeting 
women’s groups practising participatory learning and 
action, have a strong evidence-base in low resource 
settings.35
Effective interventions in LMICs and HICs to promote 
early child development should include direct learning 
experiences to children and families, target younger and 
disadvantaged children, be long-term, high quality and 
high intensity, and integrated with family support, health, 
nutrition, educational services, welfare and finance 
sectors.33 36 Universal access to early promotion and assess-
ment of child development since birth are key to equi-
table outcomes. Early education programmes enhance 
early childhood development among disadvantaged 
 o
n
 2 August 2019 by guest. Protected by copyright.
http://bmjpaedsopen.bmj.com/
bmjpo: first published as 10.1136/bmjpo-2019-000503 on 1 August 2019. Downloaded from 
4 Spencer N, et al. BMJ Paediatrics Open 2019;3:e000503. doi:10.1136/bmjpo-2019-000503
Open access
box 1 barriers to healthcare faced by poor and marginalised36
Accessibility
Physical access to health services is frequently difficult for people in 
remote rural areas with limited transport infrastructure and infrequent 
outreach services and contact with trained health professionals.
Affordability
Out-of-pocket payments at the point of use of health services deter 
the poor and marginalised in LMICs and in some HICs.
Acceptability
Health services which do not take account of cultural and religious 
sensitivities are a barrier to use especially by women in poorer 
communities.
utilisation
Cultural and religious norms may prevent people, and particularly 
women, from using available services.
Quality and continuity of care
For an intervention to be fully effective—for example, children 
receiving treatment for a chronic disease or a course of 
vaccinations—quality and continuity across time and services must 
be ensured, which is frequently not the case for those most in need.
HICs, high-income countries; LMICs, low and middle-income countries.
children and impact health and well-being across the life 
course in both HICs and LMICs.37–39
The ‘Three Generation Approach’ is designed to 
break the cycle of intergenerational disadvantage.20 
This approach emphasises childhood, adolescence and 
young adulthood as critical period during which the 
health, social/welfare and education sectors must work 
together in optimising (1) young people’s capacities for 
education, employment, productivity; (2) preconception 
health; (3) reproductive life course planning and (4) 
parenting capacities.
Improving living and working conditions and promoting healthy 
macroeconomic policies
In LMICs women’s empowerment, agriculture, food 
systems, education, employment, social protection and 
safety nets are essential to ensure adequate levels of nutri-
tion in child populations.33 A living wage and healthcare 
system financing providing prepayment system (funded 
either through progressive income tax or universal social 
insurance) are essential to protect against catastrophic 
out-of-pocket health spending.40
Investment in early education for disadvantaged chil-
dren from birth to age 5 helps reduce the achievement 
gap, reduce the need for special education, increase the 
likelihood of healthier lifestyles, lower the crime rate 
and reduce overall social costs.37 40 Policies that provide 
early childhood educational resources to the most disad-
vantaged children produce greater social and economic 
equity.41
To achieve child health equity, access to effective 
healthcare services is essential. Universal health coverage 
(UHC) means all people receiving the health services 
they need, including health promotion, illness preven-
tion (such as vaccinations), and treatment, rehabilitation 
and palliative care of sufficient quality to be effective 
while ensuring that the service user is not exposed to 
financial hardship.39
An estimated 400 million people do not receive health-
care consistent with this definition. Policy approaches 
differ across LMICs40: some, such as Costa Rica, Brazil 
and Cuba, have succeeded in ensuring affordable and 
effective UHC despite relatively limited resources. Case 
studies in Africa, Asia and Latin America of reaching the 
poor with health, nutrition and population programme 
show that better performance in reaching the poor 
is both needed and feasible.34 Poor and marginalised 
people face barriers in access to, affordability of, and use 
of health interventions and services36 42 43 which, if not 
addressed, will lead to increasing inequity (see box 1).
Investments that increase access to high-impact health 
and nutrition interventions by poor groups have saved 
almost twice as many lives as equivalent investments in 
non-poor groups.32 The key practical, high-impact and 
low-cost health interventions include insecticide-treated 
nets to prevent malaria; oral rehydration salts to treat 
diarrhoea; early immunisation against vaccine-prevent-
able diseases; primary and community-based health 
services such as skilled birth attendants to reduce compli-
cations during labour and delivery; early initiation of 
breast feeding continuing for the first 6 months of life; 
and care-seeking by parents of young children to treat 
illness. Community-based interventions are more equally 
distributed than those delivered in health facilities.19
National and international economic and social poli-
cies are important determinants of inequities. National 
income (Gross Domestic Product/capita) is an important 
determinant of child survival44 and, along with the level 
of governance, it determines how well a country can 
provide for their citizens with the essential social deter-
minants of health (SDH).45 Stopping leaks from govern-
ment revenue, including tax avoidance by domestic 
companies, multinational companies and wealthy resi-
dents and tax incentives which do not promote economic 
growth, is essential if LMICs are to retain resources neces-
sary to reduce poverty.46 International and local action to 
end wars, use of scarce resources to buy armaments47 and 
debt repayment, all of which are promoted by HICs, can 
contribute to ending these drains on essential govern-
ment revenue.
Growth alone without pro-poor policies may improve 
child survival overall but increase inequity.45 Pro-poor 
policies introduced by governments reduce inequity 
in child health in LMICs. Conditional Cash Transfer 
programmes have been shown to have wide-ranging 
positive effects.48–54 There is also evidence of short-
term to medium-term impact on poor households with 
evidence of reduction in inequity in uptake of preven-
tive child health services including immunisation55 and, 
in the longer term, sustained improvement in education 
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and achievement among poor boys stretching into early 
adulthood.56
HICs, which adopt social and economic policies that 
reduce child poverty rates, reduce income and wealth 
inequalities and protect families and children from risk,57 
have reduced levels of child health inequities.
recommendations
Reducing child health inequities is the great moral/
ethical test of our time. ISSOP therefore recommends 
the following at different levels.
For governments
1. Recognise child poverty is detrimental to health and 
well-being across the life course and act to reduce 
child poverty rates.
2. Continue with or urgently enact policies designed to 
reduce inequities in child health and development in 
line with WHO recommendations.1
3. Commit to implementing Sustainable Development 
Goals (SDG) Poverty targets including:
a. Diminishing poverty by 50% by 2030.
b. Implementing appropriate social protection sys-
tems for the poor.
c. Ensuring equal access to economic resources.
d. Mobilising resources for the poor.
4. Recognise that health inequity violates children’s 
rights under the UNCRC and ensure the rights of all 
children are fully protected.
5. Ensure the basic determinants of health such as ade-
quate nutrition, education, clean water and sanitation 
are available to all children.
Using a simple schema proposed by The College of 
Family Physicians of Canada,58 paediatricians and profes-
sionals working with children can act at three levels:
1. Micro—in practice: At the individual level, clinicians 
can regularly assess to what extent children and their 
families are exposed to poverty and intervene where 
appropriate. Paediatricians can ensure their clinical 
services are accessible and acceptable to all children 
and families, especially marginalised populations. To 
address complex problems among vulnerable groups, 
flexibility of appointment times and duration is essen-
tial. Multidisciplinary and team-based models of care 
with access to social welfare services are necessary for 
marginalised populations.
2. Meso—in communities: Paediatricians can collect and 
use data on their local population’s health and well-be-
ing; promote undergraduate and postgraduate experi-
ential learning on the SDH; and engage in advocacy at 
a community level.
3. Macro—national and international: Paediatricians can 
form advocacy groups or networks to take a stance on 
poverty and its impact on children. Advocacy efforts 
should be directed at all levels of government and in-
ternational organisations, such as the International 
Monetary Fund which has significant influence on 
domestic policy space. Paediatricians can engage with 
their own and other medical, healthcare and social ser-
vice organisations to provide organisational advocacy 
to work on improving the SDH and use the framework 
and targets of the SDGs to prioritise their advocacy.
For national and international paediatric and child health 
professional organisations
1. Ensure their members and constituent bodies are 
aware of the impact of inequities on the health and 
well-being of children and across the life course.
2. Include global child health inequities in their national 
programmes and curricula for medical students and 
paediatricians in training.
3. Publish policy statements relevant to their country or 
regional setting highlighting the impact of inequities 
on child health and well-being.
4. Advocate for evidence-based pro-equity interventions 
with policy makers at national, regional or global level 
using a child rights perspective.
5. Promote and institute data collection and policy fo-
cused research to monitor inequity in child popula-
tions and study social policy responses and interven-
tions that promote equity in child health and well-be-
ing.
6. Participate in global partnerships based on SDG tar-
gets and advocate, through these partnerships, for 
child health equity using a child health perspective.
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